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BACKGROUND: Almost 1 in 5 people have been diagnosed with a mental health illness but 
the supply of psychiatric providers does not meet patient’s needs. Multiple reasons contribute to 
this shortage and nurse practitioners are part of the solution. Even with nurse practitioners 
specializing in psychiatric mental health there is still a shortage. Primary care is where most 
patients first present their mental health issues.  
METHODS: Literature review informed the development of the educational intervention 
presented to the primary care providers using a digital, asynchronous learning format. A gap 
analysis of organizational needs and weaknesses was used to determine the need for the quality 
improvement initiative. The content of the intervention focused on the basic psychiatric 
assessment and diagnosis of depression and anxiety in the primary care setting. A brief 
educational intervention was deployed in an effort to engage a voluntary participant group of 8 
primary care providers with a desire to meet the needs of patients with mental health needs in the 
primary care setting.  
INTERVENTION: Brief education on diagnosing and treating depression and anxiety in the 
primary care setting was deployed for the participant group using an asynchronous presentation. 
Pre- and post-surveys were conducted to detect any changes in knowledge and attitude towards 
treating depression in the primary care setting.  
RESULTS: Data was analyzed using two statistical methods. The primary statistical method 
utilized observations of the data collected from the pre- and post-surveys. Twenty-two 
knowledge and attitude questions were analyzed and indicated statistical significance for 9 
questions. The secondary statistical analysis method utilized the Wilcoxon sign rank test. It also 
yielded significance in the pre- and post-survey questions.  





CONCLUSION: The quality improvement initiative demonstrated the ability to meet the 
identified aims. Statistical significance was noted for a number of survey items in both analysis 
methods. The small group size and collegial nature of the group may have affected the survey 
results. The participants showed great enthusiasm for the project due to ongoing participation 
and no loss of participants during the intervention.  
Keywords: mental health, primary care, depression, R-DAQ, psychopharmacology 
education, 
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Using a Psychopharmacology Education Program to Increase Primary Care Provider 
Comfort with Treating Basic Psychiatric Disorders 
 According to Weiner (2018) almost one in five people have been diagnosed with a mental  
health disorder. The National Council for Behavioral Health (2017) notes that the supply of  
psychiatric providers to patient need will exceed availability by up to 15,600, in 2025. Weiner  
(2018) references multiple causes for the shortage such as greater awareness of mental health  
needs, lack of reimbursement for mental health providers versus psychiatric, and lastly more than  
60% of psychiatric providers are over the age of 55. With the promotion of mental health 
awareness month and greater access to mental health resources for employees, there is a general  
increase of understanding mental health needs with a corresponding increase in projected visits. 
In terms of provider compensation, psychotherapists have a mean hourly wage of $27.35, 
psychiatric nurse practitioners have a mean hourly wage of $62.90 and psychiatrists have a mean 
hourly wage of $104.38 (U.S. Bureau of Labor Statistics, 2020). Satiani, A. et al. (2018) reports  
that more than half of the current psychiatric workforce will be retiring by 2024. This will cause 
a significant shortage if there are no major solutions implemented to train new psychiatric  
providers or there is no other path to offer psychiatric care.  
Problem Description   
Psychiatric issues commonly present themselves in the primary care setting.  According 
to a study of 30 million mental health related physician office visits for psychiatric care between 
2012-2014, 32% of the care was provided in the primary care setting (Cherry et al., 2018). Nurse 
practitioners are also vital to offering psychiatric mental health care. Psychiatric-Mental Health 
is one of the six population foci nurse practitioners can study. Even with well-trained psychiatric 
nurse practitioners in the workforce there is still a shortage of mental health practitioners to meet 





the needs of patients with mental illness and substance abuse problems (Trimyer, 2019). Trimyer 
(2019) warns of a work force shortage of 250,000 professionals as soon as 2025 which is 
highlighted by the American Psychiatric Nurse Association and the U.S. Department of Health 
and Human Services. Primary care visits have a significant positive impact on access and 
delivery of psychiatric services however, psychiatric problems are often underdiagnosed and 
untreated in primary care (Cabrera Mateos et al., 2018). In addition to poor patient outcomes, 
there may be fiscal consequences associated with missed diagnosis or treatment of psychiatric 
issues. In a study examining high cost hospital utilizers who were referred for behavioral health 
needs, Rentas et al. (2019) found that 91% of the patients identified having primary care 
providers and most had seen them within the 3 months prior to hospitalization. There is a need to 
explore current care models and ascertain whether adequate measures are being taken to 
maximize primary care visits for psychiatric management. It is likely at least some of the hospital 
visits could have been avoided if the mental health needs of the patients could have been met in 
primary care.   
There are different care models for psychiatric care within the primary care setting.  As 
early as 2001, Anfinson and Bona explored care models including initial treatment of psychiatric 
needs by a primary care provider. This model enhances continuity of care for the patient and can 
reduce stigma associated with seeking care from a psychiatric provider. Success of the model 
depends on providers training in psychiatric care and ability to assess, diagnosis, and manage the 
care. Vickers et al. (2013) explored the benefit of introducing psychiatric services into a primary 
care setting by way of an integrated care model. The primary care providers did not treat the 
psychiatric needs of the patients directly, rather by referral to psychiatric care providers. Primary 
care providers reported inadequacy in the level of access to psychiatric services due to issues 





with scheduling and availability. In the studied setting, providers were able to identify patients 
who require psychiatric services; however, they were not providing psychiatric interventions 
themselves. The study sought to increase the quality of integrated psychiatric care via onsite 
psychiatric services at a clinic initially offering psychiatrist and psychologist services for several 
hours per week. They examined an increase of available visits to several days a week with 
additions of other supportive care (social worker and registered nurse) and found an increase of 
physician and staff satisfaction with integrated care.  
  Although an integrated care model offers a solution to psychiatric care access, lack of 
access to psychiatric providers threatens practices who do not have the resources to implement 
this model. In resource poor settings, patients should maximize the extent of services they can 
obtain from their primary care provider. Goodrich et al. (2013) discusses how integrated care 
models or CCMs can help to improve mental health treatment disparities but organizational and 
financial issues can affect the adoption of these models into the primary care setting. They also 
highlight the importance of multiple organizational shifts that will improve reimbursements for 
mental health providers, incentives to support redesign of systems and adaption across practice 
settings.    
Despite this advantage of early recognition and the scope to treat depression, primary 
care providers often refer depressed patients. Using structured interviews, Anthony et al. (2010) 
identified variables impacting providers to referral of patients to psychiatric specialist: comfort in 
treating depression, severity of depressive symptoms, perception of complexity of diagnosis, and 
the patient willingness to accept psychiatric referral. Clinical practice considerations such as 
ability to accommodate longer appointment times for assessment vs accessibility to in-house or a 
referrable psychiatric specialist. With respect to provider influenced factors, increased 





psychiatric training could enable primary care providers to increase comfort and likelihood to 
treat depression.  
 Lack of psychiatric training is a recurrent underlying barrier to optimal psychiatric 
management in the primary care setting. Smith (2011) focuses on physician education and 
training focuses on management of inpatient psychiatric care as opposed to outpatient care. He 
proposes the creation of evidence-based standards and training. He encourages at least 200 to 
250 contact hours distributed across all four years of medical school and another 200 to 250 
hours across all years of residency. While Smith’s extensive proposal would improve quality of 
outpatient psychiatric care, it could not be immediately implemented as the earliest class 
prepared to deliver the enhanced care would not graduate until 2025. A plan to address post 
medical school and residency training would more appropriately address the urgency around 
psychiatric needs in the primary care setting.  
 Nurse practitioner education programs have developed both masters and post master’s 
psychiatric mental health nurse practitioner programs, many in online format to help meet the 
need of the professional psychiatric community. Depending on the level of education of the 
incoming student the program can be as little as 12 months. According to Trimyer (2019) 
psychiatric mental health nurse practitioners represent the second-largest group of behavioral 
health professionals in the nation. Trimyer also reports psychiatric mental health nurse 
practitioners (PMHNPs) having both the skills and qualifications to help expand access to quality 
mental health care. Albright (2017) reports that PMHNPs can be fundamental to meeting the 
need gap of psychiatric patients.  
 Additionally, the U.S. Department of Health and Human Services (2016) projects by 
2025 there will be a greater demand than supply of psychiatrists. The use of primary care 





physicians in addition to general and psychiatric nurse practitioners could greatly address 
workforce vulnerabilities. 
  Overall, the literature reviewed reveals a pressing need to improve delivery of psychiatric 
care. Provision of a brief psychotropic medication education program for primary care providers. 
would include education, assessment tools, and a allow for a tiered model of integrated 
psychiatric care in the primary care setting.   
Available Knowledge   
            The number of mental health training programs available to primary care providers are 
limited. Research yielded two popular options for providers to consider for 
postgraduate/residency education. This post graduate education would serve as a basic training to 
treat mild to moderate psychiatric illnesses. Research yielded two popular options for providers 
to consider for postgraduate/residency education. This post graduate education would serve as a 
basic training to treat mild to moderate psychiatric illnesses. 
            Programs such as the UC Irvine/UC Davis Train New Trainers (TNT) Primary Care 
Psychiatry (PCP) Fellowships aim at educating allopathic physicians (MDs), osteopathic 
physicians (DOs), physician assistants (PAs), nurse practitioners (NPs), and pharmacists to 
diagnose and treat the most common psychiatric conditions (Brunk, 2019). According to Dr. 
McCarron (Brunk, 2019) up to 60% of all behavioral health care is provided in the busy primary 
setting, and as many as 80% of antidepressants are prescribed by non-psychiatric providers. This 
data supports the findings of the National Center for Health Statistics (2012-2014) who report 
32% of psychiatric care was received from primary care physicians, nationally. The UCI 
program has found an important void in primary care medical training and the implementation of 
this program has served over 100 fellows that currently practice in California. 





  Albright & Adam (2018) at Kognito also found there was a gap in psychiatric training for 
primary care providers. Kognito created a tool offering simulation training to primary care 
providers to help combat the growing trends of substance abuse and lack of access to mental 
health treatment. This training can offer confidence, comfort and knowledge to providers who 
lack the needed skills to treat the patients with mental health needs.   
            Bagayogo et al. (2018) found in their primary care provider survey that some providers 
felt they had basic knowledge to prescribe SSRIs but outside of this medication class they felt it 
was more appropriate to refer patients to mental health professionals. The study collected 
information from 32 primary care providers in a New York Hospital in 2016-2017. The 
quantitative component of the study utilized a 54-item questionnaire to assess attitudes, 
behaviors and confidence in managing psychiatric patients, there were also 3 open ended 
questions. Aside from the lack of medication knowledge, the survey also revealed providers 
having some concern about their ability to offer mental health counseling to patients (Acharya et 
al., 2016; Bagayogo et al., 2018). 
 Overall, the literature reviewed reveals a pressing need to improve delivery of psychiatric 
care.  After a thorough review of the literature in consultation with a medical librarian, the 
limited literature identified a need for more current research and innovative models of care 
delivery.  
Lack of Education & Programs 
Currently our educational system has not adequately prepared primary care providers to 
address the needs of patients facing mental health disorders. Often times, though no fault of their 
own, primary health care providers find themselves ill-equipped to identify, assess and 
appropriately refer patients with mental health disorders that may be impacting their physical 





health conditions. This issue is a direct result of the lack of educational programs and structures 
focusing on mental health in training and residency programs. Both physician training programs 
as well as family nurse practitioner programs offer insufficient structured education around 
psychiatric education. Smith et al. (2014) argues about the current education focus on disease as 
opposed to the experience of the individual who has been diagnosed. Students immersed in 
medical school, residency, and family nurse practitioner (FNP) programs have a lack of exposure 
to real patient contact in the early years of their training. As a result, they are not receiving 
adequate clinical exposure to actual life patient circumstances which would prepare them to 
address the intersection of physical and mental health conditions. Furthermore, there is little to 
no research available addressing this pertinent issue in medical education for both medical and 
FNP programs.  
In a medical research study from Michigan State University, Smith et al. (2014) asserts 
that medical students are significantly underprepared to treat patients in primary care as it 
pertains to mental health services. Smith et al. (2014) explains that medical school students 
typically get no more than 16 weeks of psychiatric training between the first and third year. 
Typically, this training occurs in an inpatient setting as opposed to outpatient when educational 
researchers attempted to establish a baseline for the number of contact hours students receive 
regarding mental health and patient interviews, Smith and colleagues found there was a lack of 
data on the implementation of any such focused clinical hours. They concluded there is a 
pressing need for medical educators and policy makers to implement strategic focused 
programming focused on mental health disorder services within internal medicine. Through the 
study, they identified the most pressing curricular need as having a sufficient number of hours 





for the comprehensive training. Smith envisioned 300 contact hours distributed across all years 
of residency.  
Bagayogo et al. (2018) also reports providers complaining of lack of resources and time 
to treat psychiatric illness in the primary care setting. More specifically the PCPs in this study 
felt uncomfortable treating “complex” mental health issues with their training which was 
described as limited.  
Rationale  
 The provider team at a small private practice on the West Coast of the United States 
consists of one full-time and two part-time family nurse practitioners, one dual licensed 
family/psychiatric nurse practitioner, one medical director who is also the CEO, and one full-
time physician. Although there is a collaborating psychiatrist available to the team, the 
psychiatric nurse practitioner is the primary mental health provider for the practice. The practice 
works primarily with psychiatric and substance abuse patients. The practice contracts with more 
than 20 substance abuse facilities and open to individual patients with insurance or private pay. 
Over 75% of patients have a diagnosed mental health illness. The primary psychiatric provider 
sees approximately 60 patients per week. The majority of the facilities require a psychiatric 
evaluation of each of their new clients. The sole full-time psychiatric provider is not allotted time 
for vacation or personal time off due to the lack of providers who can provide care in their 
absence. This lack of provider back up by the primary care providers in the practice is reportedly 
due to lack of confidence and comfort with treating psychiatric illness. 
A clinical needs and operations assessment was completed by the provider and operations 
teams. They found multiple areas of urgent need. The information reviewed confirmed there is a 
lack of competent psychiatric providers on the team to prescribe medications for and manage 





psychiatric disorders. There was confirmation that the one psychiatric provider employed by the 
organization is under extreme demand and there is little opportunity for respite due to the lack of 
provider backup. 
The organization works with more than 20 substance abuse facilities most of which 
require psychiatric medication support. When the need arises for a psychiatric evaluation the sole 
PMHNP is responsible for these evaluations. This provider is also responsible for all ongoing 
evaluations, medication management and emergency treatment. When the PMHNP takes leave, 
she must continue to be available to all of the facilities and patients because there is no qualified 
provider available to manage the patients in her absence. Vogt (2019) discusses the importance 
of identifying factors associated with provider burnout. Specific to psychiatry Vogt et al. (2019) 
highlights the rigorous career demands, coupled with inadequate resources, appear to be a strong 
predictor of burnout. It is important to identify factors that can lead to burnout in order to best 
retain a competent and committed team of medical providers. 
All of the providers have expressed interest in supporting the mental health needs of the 
patients in the facilities but admit to the lack of training in this area. Although all internal and 
family medicine providers are qualified to manage patients with psychiatric issues they tend to 
avoid complex patients due to lack of comfort. Radovic et al. (2014) found many primary care 
providers failed to prescribe antidepressants even in the face of severe depression. They suggest 
that primary care providers obtain more support through training and co-management with 
mental health providers. 
With patients who are diagnosed with depression, almost half do not receive appropriate 
care (American Psychological Association, 2017). Of those patients being treated for depression, 
25.9% receive antidepressants, 27.6% counseling, and 10.2% receive both (American 





Psychological Association, 2017). The gold standard for treatment is a combination of these two 
therapies, as together they provide the quickest response and highest rates of improvement, 
quality of life, and compliance (American Psychological Association, 2017). 
Due to the size and financial limitations of this organization all of the providers should be trained 
in psychiatric care to ensure provider comfort with treating and managing basic psychiatric 
conditions. The organization will utilize their well-trained psychiatric providers to offer 
education around psychiatric diagnosis and medication management. 
Specific Aims 
The three specific aims of this quality improvement project were to: improve provider 
confidence with diagnosis and initiating medication management of depressive and anxiety 
symptoms reported by the patients in substance abuse facilities; addressing the lack of provider 
comfort in psychiatric medication management is the primary aim: and increasing the knowledge 
and comfort of the provider team to assess, diagnose, initiate treatment and manage medication. 
According to Miller & Peterson (2015) an important recommendation, to assist with the shortage 
of psychiatric providers, is that nurses and other disciplines are practicing to the full extent of 
their license and education. 
Brousselle et al. (2010) discusses the importance of integrated mental health and 
substance abuse treatment. Upon admission to substance abuse programs all patients are assessed 
for medical as well as psychiatric issues. In both residential and IOP (intensive outpatient) 
programs patients have access to comprehensive management of their symptoms. According to 
Lieb et al., (2010 ) there have been studies demonstrating the high co-occurrence of substance 
abuse issues along mental health issues. Specifically, the studies highlight the co-occurrence of 
mood disorders and uncontrolled anxiety (Langås et al., 2011; Lyne et al., 2011). Having a well-





equipped, integrated clinical team capable of supporting the medical and mental health needs 
will allow for patients to have the best opportunities for success. 
Screening Tool 
The Depression Attitude Questionnaire (DAQ) was first published in 1992. The DAQ 
measures the attitude of family/general practitioners towards depression. Botega et al. (1992) 
report that it may be a useful tool to orient educational efforts and measure change over a period 
of time. This study identified three major groups at the end of the study. Botega et al. (1992) 
report that Group A doctors presented a sympathetic and supportive approach to the patient and 
were less likely to prescribe antidepressants. Group B doctors accepted the organic determinants 
of depression and the advantages of antidepressant medication over psychotherapy. Botega et al. 
(1992) label Group C doctors as those whose thought the treatment of depression was 
unrewarding and felt uncomfortable dealing with depressed patients. It was anticipated that the 
participants of the educational intervention would be some blend of Groups A, B, C. Although 
they were sympathetic towards depressive patients and have an appreciation for antidepressants, 
they were likely to be uncomfortable dealing with depressed patients. 
In 2015, Haddad et al. (2015) revised the DAQ using a collective review of findings from 
studies using this tool, along with a Delphi study which considered  the opinions of a board of 
pertinent experts based in the UK, USA, Australia, and European countries. The revised DAQ 
(R-DAQ) was tested with 1193 health care professionals to determine its psychometric 
properties. Decisively, the reliability of the R-DAQ was examined with 38 health professionals. 
(Haddad et al., 2015) found good internal consistency with the 22 item R-DAQ scale. The 
financial analysis found favor for a three-factor structure professional confidence, therapeutic 
optimism/pessimism, and a generalist perspective), which accounted for 45.3% of the variance. 





Haddad et al., (2017) investigated the role of depression in global burden of disease. They found 
that attitudes of clinicians are particularly relevant to their role in accurately recognizing and 
providing appropriate support and management of depression. The study necessitated the 
removal of some of the DAQ scale items, due to poor fit, but they found that this scale functions 
adequately and provides a valid measure of depression attitudes for medical practitioners in 
Pakistan. 
The R-DAQ is a revised tool for examining general practitioners’ perspectives and 
understanding of depression. It addresses key limitations in the original measure (DAQ) while 
maintaining items and dimensions that have shown to be valid. The revised scale is expected to 
be beneficial in studying attitudes across the health professions and beyond the UK. Haddad et 
al. (2015) also found that it may be appreciated for the purpose of assessing education that 
targets the clinicians’ attitudes to depression. This tool integrates key dimensions of attitudes 
with a few items making it applicable to use in active clinical settings. 
Methods 
Context 
The organization was founded in 2017 and is under the umbrella of a larger established 
surgical practice. Their services are primarily geared towards serving addiction recovery and 
wellness house calls. They utilize a blend of house calls; facility visits and telemedicine to meet 
the needs of their patients. The organization encourages their practitioners to be imaginative with 
patient care, meet the needs of each individual patient/facility and encourages flexibility with 
time and focus on full wellness. 
A lack of support for the sole psychiatric provider has been identified and there is 
evidence that primary care providers have interest in and can manage basic psychiatric issues. 





The patients at these facilities would benefit from an initial psychiatric evaluation encased within 
their medical evaluation to determine the complexity of their mental health needs. In the case 
where the primary care provider is capable of managing or providing ongoing care for the 
organizations patient population this would allow for more responsive, comprehensive care. 
Cost Benefit Analysis 
There were no direct costs associated with this project. The cost to the practice was none 
because the providers agreed to work on the intervention on their own time. No materials or 
resources were utilized from the practice. The presentations were recorded, and participants 
accessed self-paced modules on their own time to listen to the educational intervention. The 
participants volunteered to complete pre- and post-invention surveys.  and watched three 
recorded educational modules.  
Each provider spent approximately four hours participating in the educational program as 
well as completing the pre- and post-surveys. If the costs of the providers were to be estimated 
based on their average salary $67/hourly, it would cost of $269 per provider. Multiplied by 8 
participating providers, the cost of the study was $2152.00. The time used to create the 
educational intervention was solely on the project lead (DNP student). 
The benefit to the practice is immeasurable. If the primary care providers indeed 
increased their comfort level with treating basic psychiatric disorders, the practice would be able 
to utilize these providers to see a larger group of patients. It would also decrease wait time for 
patients in need for initial or follow-up care when the case doesn’t need to be escalated. Society 
as a whole would benefit from more comprehensive primary care providers who could offer 
services to patients with mental health needs. 
Intervention 





The specific intervention was a brief psychopharmacology course that addresses the gaps 
in knowledge for primary care providers in the organization. It briefly reviewed and introduced 
assessment and diagnosis, later it discussed specifics about medication initiation and 
management for mild to moderate depression and anxiety. The course was led by the primary 
psychiatric provider of the organization, a board certified psychiatric mental health nurse 
practitioner. 
The participants for the educational intervention included all eight of the full and part 
time primary care providers who provide care for the patients. Appendix A contains the survey, 
revised Depression Attitude Questionnaire (R-DAQ), which was sent to each provider to 
measure the comfort with treating depression. According to Haddad et al. (2015) R-DAQ scale 
showed good internal consistency. They reported the Cronbach's alpha coefficient was 0.84; and 
satisfactory test-retest reliability: intraclass correlation coefficient was 0.62 (95% C.I. 0.37 to 
0.78). The variance of 45.3% was attributed to the exploratory factor analysis, a three-factor 
structure (professional confidence, therapeutic optimism/pessimism, and a generalist perspective) 
(Haddad et al., 2015). Due to the co-morbid nature of anxiety and depression the educational 
intervention also covered anxiety disorders and treatment. The providers were reminded to 
complete the survey prior to the initiation of the educational intervention. The presentation series 
was offered to eight primary care providers. Prior to the initiation of the training series each 
provider verbally committed to either complete the educational interventions via web based self-
paced learning. 
The presentation was offered asynchronous, on demand during a period of three weeks, 
with the support of presentation slides. Participants were offered the presentations for note taking 
and reference purposes upon receipt of their agreement to participate via email. Each session was 





archived for the purposes of future provider training and for those provider participants. Each 
educational intervention was approximately one hour long. 
The educational intervention was broken into three sessions to enhance the understanding 
of psychotropic medication assessment and management. The first session focused on psychiatric 
assessment and evaluation. It emphasized the patient interview and data collection necessary to 
diagnose and treat any patient. It also explored the diagnostic tools most frequently used in the 
psychiatric evaluation as well as the symptomology associated with the primary psychiatric 
illness. Symptoms and behaviors associated with bipolar disorder and schizophrenia were also 
reviewed for the purposes of ruling out these diagnoses. The diagnostic tools were used as a 
method to assign diagnosis alongside the clinical interview. The last two sessions utilized clinical 
vignettes to discuss medication initiation and management of depression and anxiety. The 
vignettes concentrated on patients presenting with symptoms similar to those of patients who are 
treated in substance abuse facilities. There was also a brief review of the most appropriate 
medication options based on clinical history and current symptoms. Providers had opportunities 
to ask clarifying questions after the session during the weekly provider calls or via email. In each 
of the four sessions there was discussion regarding the importance of professional limitations, 
need for referral and red flag symptoms/behaviors. 
At the conclusion of the four sessions the R-DAQ was electronically administered again 
for the purposes of comparison, to measure any differences in comfort level at the close of the 
educational intervention. Each questionnaire was deidentified for the purposes of anonymity both 
during the initiation and termination of the educational intervention. 





The team includes a faculty mentor, organizational mentor, supervising psychiatrist, and the 
DNP candidate. The DNP candidate developed the educational intervention with consultation 
from all of the team members and organizational leaders. 
According to Smith et al. (2014) a psychiatric curriculum for primary care providers 
should include a focus on patient needs, educational need, support needs and curricular needs. 
The support needs focus on the backing needed from the larger organization to implement the 
curriculum. The patient needs component of the curriculum emphasizes the need to tier the 
symptoms of the patient into categories such as non-distressed, mild-moderate psychosocially 
distressed, and moderate-severe psychosocially distressed. The educational needs consider the 
practice level and exposure of the primary care providers being educated to best meet their 
training needs. Lastly, the curricular needs look at the time available for the training and ensure 
that this is considered as the curriculum is developed. 
Study of Intervention 
The intervention was studied by analyzing the results of the R-DAQ data to determine the 
differences in the pre- and post-intervention responses. The intervention was three educational 
sessions with an assessment completed before and after the educational intervention.  All the 
data was collected anonymously via an online survey tool, Qualtrics © and reviewed for 
completeness and accuracy. Statistical analysis of data using Excel©, Qualtrics© and R studio© 
was performed to determine if the educational intervention was responsible for any changes in 
provider knowledge and comfort levels. 
The null hypothesis was that there will be no statistical difference between pre- and post-surveys 
in provider knowledge and comfort level with depression and anxiolytic medications. Rejection 
of the null hypothesis was an objective of this quality improvement initiative. It was anticipated 





the participant numbers would remain steady because the provider population is small and they 
will have access to the educational materials during a period of time, they would be able to find a 
time to participate when they could commit to the intervention. A desired terminal outcome 
resultant from the study of the intervention was increased support for increased provider comfort 
levels and knowledge. This was the primary goal of the quality improvement project. 
Measures 
The R-DAQ scale uses 22 items to accumulate information from clinicians and health 
professionals. The scale examines contributors’ views and understandings of depression. A 5-
point Likert scale was used, and responses are measured from 1-5, 1 = Strongly disagree, 2 = 
Disagree, 3 = Neither agree nor disagree, 4 = Agree and 5 = Strongly agree.  Scores can range 
from 30 to 150, lower scores indicate more negative, doubtful and uncertain views of depression 
and management of the condition. The R-DAQ is designed to measure the attitudes and 
perspectives of health professionals to depression. Using this tool can help to determine the 
needs of health care professionals who need additional support and education to better support 
the treatment needs of patients with depressive symptoms. 
Measures of demographic data was performed including education and data from R-DAQ 
captured as percentiles. Statistical analysis of data from pre- and post-tests will be performed 
using Excel© and Qualtrics ©. For purpose of clear and accurate representation of results, data 
from the knowledge and attitude questions will be analyzed using more than one method. Results 
from each data analysis method will be used for purposes of comparison and better 
understanding of impact of the quality improvement intervention. 
Analysis 





Quantitative analysis of the demographic results and pre/post provider comfort survey, R-
DAQ was performed. Microsoft Excel©, Qualtrics © and R Studio © was used for statistical 
data analysis. Statistical analysis and comparison between pre- and post-provider comfort 
surveys was conducted to detect any changes in levels of provider knowledge and provider 
confidence. Observational assessments of the data were performed, and Wilcoxon sign rank test 
was used for analysis due to the size of the sample. The results were mostly be based on 
exploratory analysis with the use of graphs. There was an assumption of normal distribution and 
there was an examination of the consistency in the differences of data also due to the small 
sample size. It was expected that there will be no outliers. Each question of R-DAQ was 
categorized individually for enhanced clarity of the benefits of the intervention. Comparison of 
pre- and post-survey results was evaluated for the implementation of primary care provider 
psychiatric educational intervention. Data has been presented in a statistical format to exhibit 
variations based on execution of the quality improvement intervention. Results of both statistical 
analysis formats have been presented for discussion. 
Ethical Considerations 
All providers voluntarily choose to participate in the education intervention for 
psychiatric care management of the patients. All of the participants had access to the same 
educational intervention and were allowed to ask follow-up questions and seek additional 
guidance as needed. At the onset of the project, it was made clear that the providers can use the 
educational program to increase their competency with treating patients with basic psychiatric 
issues, but they should refer any patient to the psychiatric provider as needed based on their 
comfort and skill level. All education was offered with simulated patient examples, not based on 
any true patient data. 





This project was presented to the organization’s leadership team for approval and any 
ethical considerations. This team focused on the organization’s greater ethical considerations and 
quality improvement needs. This quality improvement project proposal was submitted to the 
University of New Hampshire Nursing Quality Review Committee for approval prior to the start 
of the project, which confirmed the project represented quality improvement and did not require 
Institutional Review Board approval. 
Results 
The participant group consisted of eight primary care providers. Participation in the 
educational intervention was voluntary and completion of each segment of the survey (pre and 
post) was voluntary as well. The intervention, pre and post survey was distributed to all eight 
members of the educational intervention via text message. Listening to the recorded educational 
intervention was voluntary. This intervention was both voluntary and anonymous at all phases 
which created an environment difficult to ensure that all participants would complete the 
intervention. To encourage ongoing participation there were regular reminder emails and texts 
sent to the participating providers to encourage completion due to the limited size of the group. 
The pre- and post-surveys were completed by all eight participants. It is unknown if all of the 
participants completed viewing the entire educational intervention. The intervention will be 
available for review by all participating providers as well as new providers. 
Demographic data was analyzed and summarized (Figure 1-8). The majority of the 
participants were female (87.50%, N=8, n=7). Half of the providers fell within the age range of 
35-44 years old (N=8, n=4), and 25% were in the age range of 25-34 years old (N=8, n=2) and 
25% were 45-54 years old (25%, N=8, n=2). Regarding race, 25% of the participants self-
identified as White, Black/African-American and Other/Multi-Racial, respectively; 12.5% of the 





participants identified as Asian/Asian American and Latino/Hispanic American, equally. All 
participants reported graduated education (Master’s degree or above), with one participant 
reporting a professional/doctorate degree (N=8, n=1, 12.5%). Demographics for participants 
showed 87.5% of the participants worked full time and 12.5% were employed part time; 75% of 
the participants were nurse practitioners (NPs), 12.5% of the participants were physician 
assistants (PAs) and 12.5% were physicians (MDs). All of the participants denied any formal 
psychiatric residencies, fellowships or additional training in psychiatric care. The majority of the 
participants responded that they work in an urban patient community (N=8, n=7, 87.5%) and the 
minority responded that they work in a rural area (N=8, n=1, 12.5%). Seventy-five % of the 
participants indicate that the majority of their patient population is private insurance and 25% 













































































































 Statistical analysis of data was performed use the Qualtrics© and Microsoft Excel© for 
the demographic information. For all other data collected in the pre- and post-survey descriptive 
statistics was utilized in an attempt to observe possible associations and then make 
recommendations for a larger study in the future. The Qualtrics © analysis utilized anonymous 





data sources. The primary data analysis involved observational analysis of the group means. 
Results from the secondary analysis was based on identified, paired data.  
The R studio © was used to analyze the data and utilize the Wilcoxon sign rank test. 
Using this test, no assumptions were made about the distribution of the underlying populations 
and the hypotheses testing for unequal medians. 
The results for the primary analysis of the raw de-identified data for each of the 22 
knowledge and attitude questions indicated statistical significance for Questions: 2 (SD=1.04), 4 
(SD=1.16), 6 (SD=1.16), 8 (SD=1.20), 9 (SD=1.06), 14 (SD=1.06), 16 (SD=1.07), 20 (SD=1.13) 
and 21 (SD=1.19) for the pre-survey R-DAQ assessments. Each of these questions show a 
significant variation for the standard deviation. For the post-survey results, Questions: 3 
(SD=1.25), 8 (SD=1.60), 11 (SD=1.13), 15 (SD=1.07), 20 (SD=1.04) and 21(SD=1.25) indicated 
statistical significance due to significant variation for the standard variation. The pre-survey 
indicated near statistical significance for questions: 3 (SD=0.89), 17 (SD=0.92), and 19 
(SD=0.92). Near statistical significance was found for questions: 18 (SD=0.84) and 19 
(SD=0.99) for the post survey assessment. The other questions demonstrated no statistical 
variation based on the standard deviations collected from the participants responses. (See 
Appendix B and C) 
Results from the secondary analysis using The R studio © was testing for unequal 
medians.  This data contributed similar results to the primary analysis. The Wilcoxon sign rank 
test is designed for paired data, such as before and after data gathered from the eight participants. 
There are 176 paired responses collected from the data which makes this data relevant to this 
specific test even though the group is small. The result of the Wilcoxon sign rank test was 
p=0.04023. The differences for each paired questions of the data were approximately 





symmetrical based on the graphed data per the requirements of the Wilcoxon sign rank test. This 
data is run as a one tail test as opposed to a two-tail test which did not demonstrate significance. 
 
 
The box plot of before and after data, created in R Studio © notes that the 75th percentile in the 
after-data set must equal ‘5’, and thus the loss of the upper whisker on this distribution, whereas 
the before data set had, as the 75th percentile the value of ‘4’. 
 
 
Primary data analysis offers evidence that there was far more variance in the survey results from 
the participants in the pre survey than there was in the post survey. The results from the post 
survey indicate an increase in provider comfort and knowledge of depressive treatment and 
assessment. This intervention can be a strategic way of creating more interdisciplinary leadership 
teams that can focus on the organization’s needs. 
Discussion 
 





This quality improvement educational intervention was designed to be a foundational component 
of provider onboarding and training to increase provider knowledge and comfort level with 
providing care to patients with basic psychiatric disorders. The educational intervention had five 
primary aims: 
• Creation of accessible educational materials that can be utilized for present and future 
providers 
• Bridge the knowledge gap related to treating basic psychiatric disorders (depression 
and anxiety) 
• Promotion of empathy towards patients with mental health issues 
• Increase provider awareness of relation between mental and physical health 
• Development of a framework that can be used for future educational materials 
The providers were the primary stakeholders capable of identifying the needs of the medical 
practice as well as their own personal educational goals. The primary data analysis, based on the 
pre-survey assessment, demonstrated that there were major differences in primary care provider 
comfort levels. We found that generally the primary care providers felt somewhat comfortable 
with dealing with depressive patients’ needs, the majority of primary care providers felt 
somewhat comfortable assessing depression in patients. All of the providers agreed that health 
professionals should have the skills needed to recognize and manage depression in patients. 
There was also a general agreeance that depressed patients with suicidal thoughts can be stopped 
from carrying out their plan. The results met my aims based on the results collected from the 
surveys at the completion of the educational intervention. The results demonstrated an increase 
in comfort level and knowledge. 
Interpretation 





The primary data analysis, based on the post-survey assessment, demonstrated that there was an 
increase in provider comfort when assessing and treating depression after the educational 
intervention. Secondary data analysis offered data that supports a statistical difference based on 
the p value of 0.04023. The power of this test was over 90% further indicating a statistically 
significant result. 
Demographics showed little variance based on the items that were reviewed. The 
majority of the participants were full time employed, nurse practitioners, women, and 
professionals with a master’s degree education working in urban communities with no 
psychiatric specialty training. Otherwise, there was a spread of participant responses contributing 
to low variance and standard deviations. 
The results of the intervention indicated that the participant group may have possessed 
some basic knowledge and comfort about depression management. Increased levels of 
depression and anxiety due to COVID-19 may have helped to increase knowledge, awareness 
and interest in the treatment of depression. The was more variation in the pre survey but 
generally participants had similar responses to comfort levels dealing with depressed patients. 
The post survey showed that more than half of the participants felt more comfortable with 
depression treatment after the intervention. More of the participants also felt more confident in 
assessing depression in their patients (pre survey, strongly agree=12.5% and post survey, 
strongly agree=75%). Furthermore, in the Wilcox sign rank test we found that the median was 
smaller in the post-test than in the pre-test supporting the data that the participants felt more 
confident with assessing and treating depression after the educational intervention. 
Limitations 





There were several limitations that may have affected the process and outcomes of this 
quality improvement initiative. There was extreme homogeneity in the participant group. The 
similarities between the participant providers may have influenced the types of results that were 
collected and could make the results less generalizable. The ability to use paired data was helpful 
in reference to the homogenous results. 
Another limitation could be the small group size. Due to the limited participant size, it is 
difficult to make generalizable results or deduct major statistical inferences from the data. Due to 
this limitation the primary analysis was based on observations of the data trends collected from 
the survey. 
Conclusion 
Primary care providers constantly see patients that have psychiatric needs. Many primary 
care providers lack the comfort with or knowledge of depression assessment and treatment. The 
addition of an educational intervention resulted in providers reporting greater comfort with 
assessment and treatment of depressed patients. All of these providers will have the opportunity 
to implement their new knowledge and better serve their patients. The intervention will be 
available for review by the participating providers as well as new providers. 
The data presented reflects that the educational intervention can improve family practice 
providers’ competency in providing depression and anxiety treatment in the primary care setting. 
Nurse practitioners are a powerful force for change. NPs can be trained in many specialty areas 
and advocate for educating other healthcare professionals. In an organization where NPs are 
allowed to work to the full extent of their license and share their professional strengths, NPs can 
be a great resource to the healthcare team around them. As the demand for psychiatric care 
increases and the number of psychiatric providers slowly increases it will be important for 





PMHNPs to be used as a clinical guide. Nurse leaders have the capability to impact policy and 
evidence-based practice to create concrete changes for both consumers and providers of 
healthcare (Zangerle, 2018) 
This quality improvement intervention helped to identify areas for future efforts in 
provider education, policies and protocols, and patient care. This project highlighted the benefit 
of using NPs as educational and program resources. Future efforts should include more in-depth 
education around difficult to treat depression and anxiety and start education for some of the 
more complex psychiatric disorders. 
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Revised Depression Attitude Questionnaire (R-DAQ) 
 








Pre-Survey Revised Depression Attitude Questionnaire (R-DAQ), Haddad et al. 2015 
 
Q1 - I feel comfortable in dealing with depressed patients’ needs 
 
 





I feel comfortable in 
dealing with depressed 
patients’ needs 




# Answer % Count 
5 Strongly disagree 0.00% 0 
1 Strongly agree 0.00% 0 
4 Somewhat disagree 12.50% 1 
2 Somewhat agree 87.50% 7 
3 Neither agree nor disagree 0.00% 0 
 Total 100% 8 






Q2 - Depression is a disease like any other (e.g., asthma, diabetes) 
 
 





Depression is a disease 
like any other (e.g. 
asthma, diabetes) 




# Answer % Count 
1 Strongly agree 50.00% 4 
2 Somewhat agree 37.50% 3 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q3 - Psychological therapy tends to be unsuccessful with people who are depressed. 
 
 






tends to be unsuccessful 
with people who are 
depressed. 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 0.00% 0 
3 Neither agree nor disagree 25.00% 2 
4 Somewhat disagree 25.00% 2 
5 Strongly disagree 50.00% 4 
 Total 100% 8 
  





Q4 - Antidepressant therapy tends to be unsuccessful with people who are depressed. 
 
 






tends to be unsuccessful 
with people who are 
depressed. 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 12.50% 1 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 62.50% 5 
 Total 100% 8 
  





Q5 - One of the main causes of depression is a lack of self-discipline and will-power 
 
 





One of the main causes of 
depression is a lack of 
self-discipline and will-
power 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 0.00% 0 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 87.50% 7 
 Total 100% 8 
  





Q6 - Depression treatments medicalize unhappiness 
 
 











# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 37.50% 3 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 37.50% 3 
 Total 100% 8 
  





Q7 - I feel confident in assessing depression in patients 
 
 





I feel confident in 
assessing depression in 
patients 




# Answer % Count 
1 Strongly agree 12.50% 1 
2 Somewhat agree 62.50% 5 
3 Neither agree nor disagree 25.00% 2 
4 Somewhat disagree 0.00% 0 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  














I am more comfortable 
working with physical 
illness than with mental 
illnesses like depression 




# Answer % Count 
1 Strongly agree 50.00% 4 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 25.00% 2 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q9 - Becoming depressed is a natural part of being old 
 
 





Becoming depressed is a 
natural part of being old 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 25.00% 2 
5 Strongly disagree 62.50% 5 
 Total 100% 8 
  





Q10 - All health professionals should have skills in recognizing and managing depression 
 
 





All health professionals 
should have skills in 
recognizing and 
managing depression 




# Answer % Count 
1 Strongly agree 100.00% 8 
2 Somewhat agree 0.00% 0 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 0.00% 0 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q11 - My profession is well placed to assist patients with depression 
 
 





My profession is well 
placed to assist patients 
with depression 




# Answer % Count 
1 Strongly agree 37.50% 3 
2 Somewhat agree 50.00% 4 
3 Neither agree nor disagree 12.50% 1 
4 Somewhat disagree 0.00% 0 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q12 - Becoming depressed is a way that people with poor stamina deal with life difficulties 
 
 





Becoming depressed is a 
way that people with poor 
stamina deal with life 
difficulties 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 0.00% 0 
3 Neither agree nor disagree 12.50% 1 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 75.00% 6 
 Total 100% 8 
  














Once a person has made 
up their mind about 
taking their own life no 
one can stop them 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 0.00% 0 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 25.00% 2 
5 Strongly disagree 75.00% 6 
 Total 100% 8 
  





Q14 - People with depression have care needs similar to other medical conditions like 
diabetes, COPD or arthritis 
 
 





People with depression 
have care needs similar to 
other medical conditions 
like diabetes, COPD or 
arthritis 




# Answer % Count 
1 Strongly agree 62.50% 5 
2 Somewhat agree 25.00% 2 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q15 - My profession is well trained to assist patients with depression 
 
 





My profession is well 
trained to assist patients 
with depression 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 50.00% 4 
3 Neither agree nor disagree 37.50% 3 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  















managing depression is 
often an important part of 
managing other health 
problems 




# Answer % Count 
1 Strongly agree 75.00% 6 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q17 - I feel confident in assessing suicide risk in patients presenting with depression 
 
 





I feel confident in 
assessing suicide risk in 
patients presenting with 
depression 




# Answer % Count 
1 Strongly agree 12.50% 1 
2 Somewhat agree 50.00% 4 
3 Neither agree nor disagree 25.00% 2 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q18 - Depression reflects a response which is not amenable to change 
 
 





Depression reflects a 
response which is not 
amenable to change 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 0.00% 0 
3 Neither agree nor disagree 12.50% 1 
4 Somewhat disagree 37.50% 3 
5 Strongly disagree 50.00% 4 
 Total 100% 8 
  





Q19 - It is rewarding to spend time looking after depressed patients 
 
 





It is rewarding to spend 
time looking after 
depressed patients 




# Answer % Count 
1 Strongly agree 12.50% 1 
2 Somewhat agree 25.00% 2 
3 Neither agree nor disagree 50.00% 4 
4 Somewhat disagree 12.50% 1 
5 Strongly disagree 0.00% 0 
 Total 100% 8 
  





Q20 - Becoming depressed is a natural part of adolescence 
 
 





Becoming depressed is a 
natural part of 
adolescence 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 12.50% 1 
4 Somewhat disagree 25.00% 2 
5 Strongly disagree 50.00% 4 
 Total 100% 8 
  














There is little to be 
offered to depressed 
patients who do not 
respond to initial 
treatments 




# Answer % Count 
1 Strongly agree 0.00% 0 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 12.50% 1 
4 Somewhat disagree 0.00% 0 
5 Strongly disagree 75.00% 6 
 Total 100% 8 
  





Q22 - Anyone can suffer from depression 
 
 





Anyone can suffer from 
depression 




# Answer % Count 
1 Strongly agree 87.50% 7 
2 Somewhat agree 12.50% 1 
3 Neither agree nor disagree 0.00% 0 
4 Somewhat disagree 0.00% 0 
5 Strongly disagree 0.00% 0 











Post-Survey Revised Depression Attitude Questionnaire (R-DAQ), Haddad et al 2015 
 
Q1 - I feel comfortable in dealing with depressed patients’ needs 
 
 





I feel comfortable in 
dealing with depressed 
patients’ needs 
1.00 2.00 1.38 0.48 0.23 8 
 
# I feel comfortable in dealing with depressed patients’ needs Percentage 
1 Strongly agree 62.50% 
2 Somewhat agree 37.50% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 
 Total 8 





Q2 - Depression is a disease like any other (e.g. asthma, diabetes) 
 
 





Depression is a disease 
like any other (e.g. 
asthma, diabetes) 




# Depression is a disease like any other (e.g. asthma, diabetes) Percentage 
1 Strongly agree 75.00% 
2 Somewhat agree 25.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 
 Total 8 
  





Q3 - Psychological therapy tends to be unsuccessful with people who are depressed. 
 
 






tends to be unsuccessful 
with people who are 
depressed. 





Psychological therapy tends to be unsuccessful with people who are 
depressed. 
Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 12.50% 
3 Neither agree nor disagree 25.00% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 62.50% 
 Total 8 





Q4 - Antidepressant therapy tends to be unsuccessful with people who are depressed. 
 
 






tends to be unsuccessful 
with people who are 
depressed. 





Antidepressant therapy tends to be unsuccessful with people who are 
depressed. 
Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 50.00% 
5 Strongly disagree 50.00% 
 Total 8 





Q5 - One of the main causes of depression is a lack of self-discipline and will-power 
 
 





One of the main causes of 
depression is a lack of 
self-discipline and will-
power 





One of the main causes of depression is a lack of self-discipline and will-
power 
Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 25.00% 
5 Strongly disagree 62.50% 
 Total 8 





Q6 - Depression treatments medicalise unhappiness 
 
 











# Depression treatments medicalise unhappiness Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 37.50% 
5 Strongly disagree 62.50% 
 Total 8 
  





Q7 - I feel confident in assessing depression in patients 
 
 





I feel confident in 
assessing depression in 
patients 




# I feel confident in assessing depression in patients Percentage 
1 Strongly agree 75.00% 
2 Somewhat agree 25.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 
 Total 8 
  














I am more comfortable 
working with physical 
illness than with mental 
illnesses like depression 





I am more comfortable working with physical illness than with mental 
illnesses like depression 
Percentage 
1 Strongly agree 25.00% 
2 Somewhat agree 12.50% 
3 Neither agree nor disagree 25.00% 
4 Somewhat disagree 12.50% 
5 Strongly disagree 25.00% 
 Total 8 





Q9 - Becoming depressed is a natural part of being old 
 
 





Becoming depressed is a 
natural part of being old 




# Becoming depressed is a natural part of being old Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 37.50% 
5 Strongly disagree 50.00% 
 Total 8 
  





Q10 - All health professionals should have skills in recognizing and managing depression 
 
 





All health professionals 
should have skills in 
recognising and 
managing depression 





All health professionals should have skills in recognising and managing 
depression 
Percentage 
1 Strongly agree 100.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 
 Total 8 
  





Q11 - My profession is well placed to assist patients with depression 
 
 





My profession is well 
placed to assist patients 
with depression 




# My profession is well placed to assist patients with depression Percentage 
1 Strongly agree 50.00% 
2 Somewhat agree 25.00% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 12.50% 
5 Strongly disagree 0.00% 
 Total 8 
  





Q12 - Becoming depressed is a way that people with poor stamina deal with life difficulties 
 
 





Becoming depressed is a 
way that people with poor 
stamina deal with life 
difficulties 





Becoming depressed is a way that people with poor stamina deal with life 
difficulties 
Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 50.00% 
5 Strongly disagree 50.00% 
 Total 8 
  














Once a person has made 
up their mind about 
taking their own life no 
one can stop them 





Once a person has made up their mind about taking their own life no one can 
stop them 
Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 12.50% 
5 Strongly disagree 87.50% 
 Total 8 
  





Q14 - People with depression have care needs similar to other medical conditions like 
diabetes, COPD or arthritis 
 
 





People with depression 
have care needs similar to 
other medical conditions 
like diabetes, COPD or 
arthritis 





People with depression have care needs similar to other medical conditions 
like diabetes, COPD or arthritis 
Percentage 
1 Strongly agree 62.50% 
2 Somewhat agree 25.00% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 
 Total 8 
  





Q15 - My profession is well trained to assist patients with depression 
 
 





My profession is well 
trained to assist patients 
with depression 




# My profession is well trained to assist patients with depression Percentage 
1 Strongly agree 37.50% 
2 Somewhat agree 37.50% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 12.50% 
5 Strongly disagree 0.00% 
 Total 8 
  















managing depression is 
often an important part of 
managing other health 
problems 





Recognising and managing depression is often an important part of managing 
other health problems 
Percentage 
1 Strongly agree 62.50% 
2 Somewhat agree 25.00% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 
 Total 8 
  





Q17 - I feel confident in assessing suicide risk in patients presenting with depression 
 
 





I feel confident in 
assessing suicide risk in 
patients presenting with 
depression 




# I feel confident in assessing suicide risk in patients presenting with depression Percentage 
1 Strongly agree 62.50% 
2 Somewhat agree 25.00% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 
 Total 8 
  





Q18 - Depression reflects a response which is not amenable to change 
 
 





Depression reflects a 
response which is not 
amenable to change 




# Depression reflects a response which is not amenable to change Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 25.00% 
4 Somewhat disagree 12.50% 
5 Strongly disagree 62.50% 
 Total 8 
  





Q19 - It is rewarding to spend time looking after depressed patients 
 
 





It is rewarding to spend 
time looking after 
depressed patients 




# It is rewarding to spend time looking after depressed patients Percentage 
1 Strongly agree 25.00% 
2 Somewhat agree 50.00% 
3 Neither agree nor disagree 12.50% 
4 Somewhat disagree 12.50% 
5 Strongly disagree 0.00% 
 Total 8 
  





Q20 - Becoming depressed is a natural part of adolescence 
 
 





Becoming depressed is a 
natural part of 
adolescence 




# Becoming depressed is a natural part of adolescence Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 12.50% 
3 Neither agree nor disagree 25.00% 
4 Somewhat disagree 37.50% 
5 Strongly disagree 25.00% 
 Total 8 
  














There is little to be 
offered to depressed 
patients who do not 
respond to initial 
treatments 





There is little to be offered to depressed patients who do not respond to initial 
treatments 
Percentage 
1 Strongly agree 0.00% 
2 Somewhat agree 25.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 37.50% 
5 Strongly disagree 37.50% 
 Total 8 
  





Q22 - Anyone can suffer from depression 
 
 





Anyone can suffer from 
depression 




# Anyone can suffer from depression Percentage 
1 Strongly agree 100.00% 
2 Somewhat agree 0.00% 
3 Neither agree nor disagree 0.00% 
4 Somewhat disagree 0.00% 
5 Strongly disagree 0.00% 





PSYCHOPHARMACOLOGY EDUCATION PROGRAM 
 
 
85 
 
 
 
 
 
 
 
 
 
